Leprosy of Mahakushta has been known as a disease entity in India from the ancient times.
Factual descriptions of the disease are found in the Treatises by Sushruta and Charaka. Sushruta has described two types of manifestations, (i) sensory changes and deformities without skin lesions called Vat Rakt or Vat Shonita.
(ii) Skin lesions in which two different types have been described in Arun Kusht. In one type skin lesions are described with sensory changes and in another ulcerations.
Obviously pure neuritic forms of leprosy have been recognised in India in the ancient times also. It is of significance to note that Sushruta is supposed to have written the Treatise in 600 B. C. The treatise is named Sushruta Samhita. Samhita means an anthology. It is therefore obvious that this classification would have been present even before the compiling of this work (Dharmendra, 1978) .
Pre-Jamshedpur classification:
Before 1955 the classification of leprosy in India was according to the various systems proposed from time to time.
The Manila (1931) classification was followed in the beginning. The classification was a broad classification proposed by the Leonardo Wood Memorial and consisted of 3 groups namely: 1. Cutaneous 2. Neural 3. Mixed. The neural and the cutaneous types were given grades ranging from 1 to 3 according to the extent of the disease. The mixed types were put down as C. N. This was followed by the Cairo classification of 1938. The International Leprosy Congress which met in Cairo, for the first time introduced the term Lepromatous.
This was in the place of the term Cutaneous of the Manila classification. The term Tuberculoid was also first used in this Congress. It is interesting that this term was first used in 1898 by Professor Jadassohn to describe the tuberculosis like histological picture of the skin lesions obtained from a case of tuberculoid leprosy. It is also interesting to note that it was in 1898 that Arning presented a paper on the Necrosis of the nerves in leprosy. Jadassohn had also mentioned that typical tuberous (Lepromatous) and typical tuberculoid changes may exist in the same organ or skin simultaneously.
In the Cairo Congress the term neural was retained and the lesions were divided into Neuromacular simple (Ns), Neuromacular tuberculoid (Nt) and Neuro-anaesthetic (Na Further as pointed earlier, the classification has not fulfilled the requirements from cartain important points. In this connection the Indian Classification will be described following which a comparison between the existing systems of classification would be made.
The need for a common classification:
1. The purpose of classification is to have a common language which could be understood by different scientists in different parts of the country and different countries of the world in scientific publications. For medical personnel with adequate facilities, the broad groups have been subdivided as given in Table I .
For purpose of brevity and understanding, the main features of the 6 classes are given in Table II .
In Table III were conducted in a blind way which included skin smears, lepromin, histology and LTT using M. leprae as a specific stimulant. It was gratifying to note that the histologist who reported on the sections without referring to the clinical classification, arrived at a classification which correlated very well in respect of macular tuberculoid cases maculo-anaesthetic (according to Indian classification). The macular tuberculoid is the same as maculo-anaesthetic of the Indian classification, namely they consist of a few well defined analgesic or anaesthetic dry skin lesion of asymmetrical. They were smear negative, majority of cases were lepromin positive and histologically showed tuberculoid or a BT picture. The macular BT cases feature several analgesic well defined skin lesion of a bilateral distribution. In these cases a majority were smear negative and showed a histological picture of BT. The lepromin response, however, tended to be erratic. The macular BB cases clinically present ill and well defined lesions with analgesia or anaesthesia in the dry well defined lesions whereas there is blunting of sensation in the smooth ill defined lesions. These cases, on the other hand, showed smear, lepromin and histological correlation in the sense that smears tended to be slightly positive and lepromin tended to be doubtful. Macular BL cases were classified so when there were large number of lesions with mostly ill defined margins with impairment of sensation in at least some of the lesions which were smooth for the most part. In the BL cases a certain number of cases showed a BB picture whereas the other showed BL pictures namely it was seen that lepromin reaction tended to be weaker in the macular tuberculoid and macular BT compared to infiltrated tuberculoid and BT cases. The granuloma tended to be sparse. With experience from the cell type and nerve involvement a histological classification could be arrived at Table IV. LTT results were often erratic and did not correlate with lepromin response. The study therefore shows that a clinical and histological spectrum in the macular series of cases can be recognized. In this connection it is of importance to note that the multiple indeterminate (incipient) lesions (BL in the JALMA study) were found to transform to Lepromatous leprosy in the course of time according to the studies conducted in Saidapet (Ramanujam, 1978) . Therefore, from this study it would be important to point out that indeterminate leprosy should be classified only when there are 1 or 2 lesions which are ill defined. These lesions are mostly self healing.
The study is being continued and recommendation has been made to IAL that when there are multiple flat lesions, the cases may be placed in the borderline spectrum as is done in the RJ system.
In the tuberculoid type of leprosy, there are no major differences in the different classification in the different system, excepting for the fact that the Indian maculo-anaesthetic has been considered as macular tuberculoid in the Madrid and Japanese classification and adopted by the WHO.
In the borderline type of leprosy it would be observed that macular forms have been recognized in the Madrid classification.
In the Indian Classification, it has been recommended to be adopted. The RJ classification recognizes the BT and BB, BL mainly according to the cases where there is fully formed granulomata.
In the lepromatous type there are no major differences. 
